INTRODUCTION
Hydatid cyst is a parasitic disease and it is especially seen in countries where animal husbandries are common. Pathogen of the disease belonging to the class Cestoda is Echinococcus. Echinococcus granulosus is the most common type of pathogens and it leads the disease by forming a pouch. The number of cysts may be one or more. According to localizations of the cyst, we see different symptoms and findings [1] . %75 of hydatid cyst cases affects liver and %10-15 of them affects lung. Bone involvement is seen in only 0.5-2% of cases and spine involvement is half of bone involvement [2, 3] . %50 of spinal hydatid cysts are thoracal, %30 are lomber and %10 are cervical. The spinal form was first described by Churrier in 1807, and the first surgery was performed by Reydellet in 1819 [4] . To see cysts on the spine and around it without a cyst primer in liver or lungs is an extremely rare situation and it is very difficult to understand thid condition. Especially cervical site involvement is rare. We aimed to present a very rare, primary spinal hydatid cyst case in this review.
CASE REPORT
A 63 years old, male patient admitted to our clinic with neck pain and sudden onset tetraparesis that started 5 days ago. In his neurologic examination muscle strength was paretic for all extremities, Hoffman and Babinski tests were positive. In his cervical MRI, there were many non-contrast enhancing, cystic lesions at the level posterior part of C5-6 vertebra and the biggest cyst was at the C5 right pedicle, 21*12 mm in size, expansile, T1A hypointense, T2A hyperintense. Described cystic lesions were compressing the spinal cord at the posterolateral side (Figure 1 hyperintense cystic lesions located in both laminas and spinous process which do not show contrast enhancement after contrast administration and the biggest one was at the level of right-lamina, 12x7 mm in size and expansile, also some cysts had septa. Especially the posterolateral part of spinal cord seems pressed by the defined cystic lesions (Figure 2 ). The medical history of the patient shows us anterior corpectomy and cyst excision for the same lesion two years ago at another center. Preoperatively, chest X-ray, abdominal ultrasonography, abdominal and thoracic CT was performed and any other focus were not seen. Performed hemagglutination and ELISA tests for detection of hydatid disease were negative. Blood testing of liver function tests, kidney function tests, sedimentation and CRP values were within normal limits. Total laminectomy and cyst excision was performed in prone position with posterior cervical approach and then surgical area was irrigated profusely with hypertonic saline solution. Postoperatively 400mg/day albendazole was started. Neurologic deficit of the patient was completely recovered in the postoperative first month. At the patient's postoperative MR imaging taken at 3 months after surgery, absence of cysts in the epidural space and relaxation of spinal cord was observed ( Figure 3 ). Axial sections of the level of C6 vertebra revealed numerous T1-hypointense, T2-hyperintense cystic lesions located in both laminas and spinous process which do not show contrast enhancement after contrast administration and the biggest one was at the level of right-lamina, 12x7 mm in size and expansile, also some cysts had septa. Especially the posterolateral parts of spinal cord seems pressed by the defined cystic lesions. In a meta-analysis performed in our country; in patients with spinal hydatid cyst, symptoms rates were as follows; 73% of lower extremity weakness, 43% back pain, 32% of bladder / bowel dysfunction, 27% pain in the lower extremities, 24% sensory disturbances and 2% paravertebral spasm. However, none of these symptoms alone are sufficient for diagnosis. MRI and computed tomography imagings are the best for diagnosis and follow-up. For serologic diagnosis of hydatid disease; ELISA, Western blot, indirect hemagglutination test or polymerase chain reaction tests are used [5] [6] [7] . The sensitivity of serological methods of bone involvement is low; therefore the diagnosis in suspected cases must be supported with the radiology. Bone involvement is very rare, 0.5-2% of all cases of hydatid disease shows bone involvement. Spinal involvement was detected in the 45-50% of patients with bone involvement [8, 9, 10] . 66-70% of paraplegia after spinal involvement has been reported [11] . According to Braithwaite and Lesser, spinal hydatid cysts are classified in five groups; primary intramedullary, intradural extramedullary, extradural intraspinal, vertebral and paravertebral [12] . Our case sourced primarily from the spinal area. Numerous extradural cystic lesions and cysts in the extradural, vertebral and paravertebral areas makes our case different from others. Spinal placement of hydatid cysts have been explained by the portovertebral shunt theory in the literature [2, 12, 13] . According to this theory, when intra-abdominal pressure increases, Echinococcus larvae reaches from the gastrointestinal tract to internal and external vertebral venous system before reaching the liver via retrograde flow in the vena porta using portovertebral shunts. So, it settles anywhere in the vertebrae. This site is usually corpus of the vertebrae but it can settle in lamina or pedicle of vertebrea. Intervertebral disc is not connected to the venous system, so it is not usually affected in the early period. However, even with this theory, it is still not fully understood how primary spinal hydatid disease occurs when there is no hydatid cysts in the liver [13] . Spinal cyst disease keeps the corpus first and then invades the vertebral pedicle and laminae, cystic lesions spreads to the surrounding soft tissues after eroding the cortex [14] . Then, necrosis and calcifications occur in the bones.
MRI is the most useful diagnostic tool in spinal cyst disease [15] . It reveals the disease's spread, location and relationship with the surrounding tissue. In the differential diagnosis; Pott's disease, malignant bone tumors, perineural cysts, infections should be kept in mind. As we did in our own cases, to diagnose patient with primary spinal disorders, abdomen and thorax should be examined especially the liver and lungs. Also, it should be noted that there is no other focus. The definite diagnosis of the disease is determined by seeing intraoperatively excised cysts and histopathologic examination of them. All the cysts have to be excised for surgical treatment. However, being in locations that are difficult to reach, invasion to bone structures and spread to adjacent soft tissue make cyst excision difficult altogether. A common method applied for surgical treatment is decompressive laminectomy. Postsurgical recurrence rates ranged from 30-40%. Excision without rupture of the cyst is the surgically important point. After excision, surgical area should be washed thoroughly with hypertonic saline solution. The most widely used medical treatment agent is albendazol and mebandazol. Surgical treatment and medical treatment after it, is highly effective in preventing the systemic spread of the disease and its recurrence [16, 17] . When using the medical treatment, patients' routine liver function tests should be checked. In our case, there were spinal extradural and soft tissue involvement. There were no cyst outside the spinal area and paraspinal muscles. Spinal cord was under significant pressure, causing severe neurological deficit and bone structure was severely eroded. The patient was operated on twice before, we have operated again for the purpose of decompression due to relapse. Considering the high degree of bone erosion, we avoided radical surgery in order to avoid instability and made only excision of cysts in bone and soft areas. Then all structures were washed with hypertonic saline solution thoroughly. We have observed patient's pain improvement and the neurological benefits in the postoperative period.
As a result, without another primary focus, spinal hydatid disease is a rare disease that may lead severe to pain and serious neurological problems. In hydatid disease spine involvement is rare but cervical spine involvement alone is seen extremely rarely. Considering the invasion of the bone tissue and the high rate of relapse, radical surgery should be avoided and postoperative medical treatment
